
transplant ; and that is about twelve days longer than the
control animal by an obstruction placed at the same level
with the duodenum inside. Our point is to show that the
duodenum itself, and only the duodenum, with its outbuds, is
the true cause of death from intestinal obstruction ; and we

do believe now that we have evidence it is not the duodenum
alone, or the bile alone, or the pancreas alone, but the three
working together, and special emphasis is laid on the fact.

Dr. James J. Moorhead, Chicago : As to the cause of death
from intestinal obstruction, we are still of the opinion
expressed in our recently published article, namely, that bac¬
terial activity plus necrotic tissue, or the absorption of toxic
products resulting from the action of putrefactive bacteria on

necrotic tissue is the important factor. It is our intention in
the near future to report results following complete extirpa-
tion of the duodenum.

Dr. Harry B. Eisberg, New York : As to
the lethal dose of Whipple's proteose, we

have been able to produce death: within twelve
hours with ISO mg. of the residue. The lethal
dose, as far as the cause of death was con¬

cerned, depended, in part, on the individual animal.
Some animals showed a greater immunity than
others.

In reference to the origin of this toxic material,
which is described by Whipple as a proteose, our

evidence is as follows : It is a laboratory product
obtained from occluded loops of the duodenum and
jejunum. The important point is to remember the
common origin of the duodenum, the liver and the
pancreas. The lethal agent in true obstruction
is a biochemical substance associated with the
endocrine products arising from the epithelium of
the duodenum and its outbuds, the liver and
pancreas.

We agree with Dr. Moorhead that fat necrosis is
a frequent and troublesome factor In any experi¬
mental work on the pancreas. His views regarding
tissue necrosis as the cause of death in obstruction
have been considered by ourselves and by others.
Necrosis, except in occluded loops, plays no part
in true obstructive death. If a loop is occluded
with subsequent interference to its blood supply by
distention, etc., and the intestinal canal is recon¬

structed, obviously there is no true obstruction.
Death is then due to proteose intoxication aris'ng
from devitalization and autolysis of the intestine
composing the loop. If not reconstructed there is
a loop obstruction plus a true intestinal obstruction.
This causes, in addition to the proteose, absorption
of unidentified toxins oral to the point at which
the loop was made. These toxins are due to
endocrine disturbances of digestional epithelium.

A
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Fig. 8.—Lengthof life, I: 4. A',
seven days* eso-
phageal obstruc¬
tion,  ', twenty-
eight days* rectal
obstruction.

Thus we see that there is a great difference between the
death following an occluded loop with or without recon¬
struction of the canal and simple surgical obstruction by
clamp or simple suture.

British Maternity and Child Welfare Act.—This act,
as pointed out in a circular letter issued by Mr. Hayes
Fisher, president of the local government board, enables
local authorities to make such arrangements as may be sanc¬

tioned by the board for attending to the health of expectant
and nursing mothers and of children under S not being
educated in schools recognized by the board of education. As
summarized in the Medical Officer, the local government
board's grant has now been made available, among other
things, for hospital treatment of children up to S years of
age; lying-in homes; home helps; the provision of food for
expectant and nursing mothers and for children under 5 years
of age ; crèches and day nurseries ; convalescent homes ;
homes for children of widowed and deserted mothers, and for
illegitimate children; experimental work for the health of
expectant and nursing mothers and of infants and children
under S years of age.

THE SILENT PROSTATE
JAMES A. GARDNER, M.D.

BUFFALO

The seriousness of prostatic obstruction in old men
has long been recognized by the profession. The
education of the public with regard to the neglect of
this condition has made rapid strides during recent
years. If the insidious growth of the obstruction
interferes with the bladder outlet, it causes residual
urine. The onset is so very gradual that the symptoms
vary. According to Kidd,1 the onset may be divided
into three clinical types. He sets these forth in such
a concise form that I wish to use his classification:

1. The Irritable Bladder Type. \p=m-\Aman
between 50 and 60, who develops an irritabilityof the bladder, finds it necessary to get up at
night. This frequency increases until he
notices that he is also voiding frequently dur-
ing the day time. He finds that when the call
for urination comes it is necessary to find a
convenient place quickly. This condition
increases until finally after a year or eighteen
months he has complete retention.

2. The Painful Retention Type.—A man

apparently in good health between 50 and 60
suddenly discovers that he is unable to pass
his urine. After a few hours he -is taken with
painful cramps in the hypogastric region, and
has an intense desire to pass his water, which
he finds impossible, and he sends for a

surgeon.
A dose of morphin and a hot bath are

usually all that are required to relieve this
attack. These attacks are repeated until he
finally develops retention when it is necessary
to catheterize. These attacks are painful
because his bladder muscle is in good condition
and able to undergo cramping contraction.

3. The Painless Incontinence Type.—This
type, which I wish to emphasize in this paper,
is pictured by the wasted old man whose diges¬
tive apparatus is upset, who has a continual
thirst, drinking large quantities of water, and
who finds it necessary to urinate every few
minutes.

He is not able to control his urine, and often
it dribbles away, soiling his clothes, and because of the
offensive odor his presence is objectionable to other
persons. Patients of this type frequently complain of
backache.

When they are examined they are very much aston¬
ished to find that the cause of their trouble has been
a full bladder. They felt that the bladder was empty
because they were urinating every few minutes. This
is the type of case in which a complete emptying of
the bladder at the first catheterization may bring about
very serious results.

The condition is due to complete painless atony of
the bladder muscle, with retention and overflow, and
the "lumbago" is caused by back pressure on the
kidneys.

It has been demonstrated repeatedly that it is the
shape and not the size that causes the obstruction. I

Read before the Section on Genito-Urinary Diseases at the Sixty\x=req-\Ninth Annual Session of the American Medical Association, Chicago,
June, 1918.June, 1918.

1. Kidd, F. S.: Urinary Surgery, p. 333.
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have in my collection two most interesting specimens
showing this condition.

One is from a man aged 83 who had 10 ounces of
residual urine, and the other from a man aged 85 who
had a pint of residual urine. Although the size of
the second prostate was ten times the size of the first,
the smaller obstruction caused just as much trouble as
the larger one. In fact, the man with the larger pros¬
tate had been more comfortable, in that his prostate as
it enlarged had not at first pushed in toward the
urethra.

Seme of these patients progress with their residual
until the frequency of urination sends them to the
physician. Others may continue with broken rest,
frequency and straining, till wet feet and chilled skin
bring on retention, when they must be catheterized
for relief. They may, however, fall into the hands of
a surgeon like the one who put himself on record in
a recent journal, stating that he had never seen a rup¬
tured bladder from overdistention, nor was there any
record of such a case in the hospital in which he
operated. He advised that nature be allowed to take
care of the condition, completely overlooking the fact
that the back pressure would injure the kidneys, and
that the patient would die of "Bright's disease."

DANGER OF ENLARGED PROSTATE TO KIDNEYS

Urologists have endeavored for a number of years
to impress on the profession that the danger from an

enlarged prostate emanates from the injury caused bythe back pressure.
As I have stated before, the majority of patients do

not remember when the first symptoms began. Pain
is more often absent than present during the first year
and a half. Consequently the patient sees no need of
consulting a physician. It is during this time that
irreparable damage may occur to the bladder and
kidneys.

If the bladder muscle is strong, it may develop
cramps, the muscle resenting the overdistention.
There may be pain in one or both kidney angles from
back pressure. This should not be overlooked and
considered "lumbago," as it is one of the very impor¬
tant symptoms.

Obstructions of the lower urinary tract give rise to
early destructive changes in the kidneys. The kidney
pathology is not the only thing that occurs, for there
is the secondary cardiovascular and metabolic dis¬
orders, which are often of sufficient prominence to
mislead the physician, and cause him to overlook
entirely the real source of the trouble.

In a majority of patients presenting themselves for
examination, we find that a urinary infection has
already taken place. This may be confined to the
bladder, but frequently the kidneys also have been
infected. It has long been recognized that if a patient
has a mild urinary infection and recovers from it he
becomes immune to a certain extent. This has fre¬
quently been demonstrated by the exceptional patient
who has been catheterizing himself for a long time,
and who is held up as an example in the community
of a man not requiring operation.

We know that 10 per cent, of patients leading a
catheter life die from a general infection within two
months. These patients, because of poor drainage,
unfortunately are not able to withstand the onslaught
of the bacteria. Crabtree and Cabot have shown that
the patient with sterile urine after a few catheteriza-

tions develops colon bacillus pyelonephritis.2 This
infection need not necessarily be a contamination
caused by catheterization, but may be through the
blood stream.

As has been stated, the patient who has had a mild
infection and becomes immune is a better operative
risk. Recognizing the fact that all patients will have
more or less infection following the cystotomy,
whether by the suprapubic or peritoneal route, I have
felt that if adequate drainage is provided, the severity
of the infection may be better controlled. The effect
of infection on the kidneys is a very definite one. The
patient is irritable, restless, and usually complains of
great weakness. The specific gravity of the urine
drops, and the amount of secretion often becomes very
scant. At this stage the phthalein test shows a very
small output. Under vigorous elimination, the kidneys
recover their equilibrium, and the patient improves.

In the past when the single operation was performed
in prostatectomy, this infection added to the shock of
the removal of the large prostate often was a suffi¬
ciently deciding factor to cause death, or to cause great
anxiety as to the prognosis. Following this, as the
importance of the preliminary treatment was duly
recognized, frequent catheterizations improved the
patients and the mortality decreased. Then the indwell¬
ing catheter was used, but many patients had such
sensitive urethras, and the accompanying epididymitis
occurred so frequently, that, although this seemed to
be an improvement on frequent catheterization, yet it
was not the ideal procedure.

SUCCESS OF THE TWO-STEP OPERATION

About this time, the two-step operation was evolved.
Pilcher demonstrated that patients who are poor opera¬
tive risks are able to weather the strain, when operated
on by this method. His arguments interested me and
I have since followed out the two-step method with
a series of 112 cases without a death. In the one hun¬
dred and thirteenth case, the patient died of embolus
fourteen days after operation.

The patient, No. 1390, aged 52, entered the hospital, March
8, 1918, having 15 ounces of residual urine. Examination
revealed no enlargement of the prostate per rectum. Cysto-
scopic examination showed a small medium lobe. March 9,suprapubic cystotomy was performed under procain. March
13, the phthalein test showed 40 per cent, for the first period
and 20 per cent, for the second period. March 14, under gen¬
eral anesthesia, the medium lobe was removed. Convalesence
was uneventful. The patient was sitting up in a chair on the
fifth day after operation. On the fourteenth day, after being
up two hours and eating his lunch, he prepared to return to
bed for the afternoon rest hour. While getting into bed, he
became cyanotic and died within five minutes. He had not
complained of pain, and a short time before had spoken of
feeling so well that day.

Three quarters of the patients presenting themselves
for operation have infected bladders, or if the bladder
is sterile, the presence of the drainage tube will cause
an infection. Again, if there should be a severe infec¬
tion of the wound, the patient can stand it much better
than if he had the added burden of a prostatectomy.I believe that the surgical principles on which the
operation is based are sound, and that the infection
which is bound to occur may be cared for by free
drainage with little risk to the patient. Aside from

2. Crabtree, E. G., and Cabot, Hugh: Colon Bacillus Pyelonephritis,The Journal A. M. A., Feb. 24, 1917, pp. 589-591.
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giving free drainage to the urine, we incidentally pre¬
pare the operative field by having the tract walled off
by granulation tissue. It is not infrequent in these
cases that there is so much congestion, that following
a simple cystotomy, blood is present in the urine for
the following three or four days, and in two cases it
became necessary to pack the bladder to control the
hemorrhage. Undoubtedly these patients would have
died if, in addition to the cystotomy, the prostate had
been removed.

Tumors which are large and succulent will in many
instances decrease from one third to one half in size
after drainage for one or two weeks, thus decreasing
very materially the risk of hemorrhage following the
second operation. With the two-step operation and
the preparatory treatment we have not had the sec¬

ondary hemorrhage which, following the single opera¬
tion, has sometimes been fatal.

ETIOLOGY

Hypertrophy of the prostate is a misnomer. There
have been extensive embryologie, histologie and gross
studies by urologists to determine what this condition
is, with a number of varying opinions. In a study
made on this subject3 based on 100 specimens we found
that the enlargement was caused by an adenomatous
growth. These adenomatous nodules were found in
one patient as early as 38 years of age, and the others
developed between the ages of 40 and 60. The growths
are best demonstrated by the use of the lowest power
lenses on the microscope, or a simple lens. The most
convenient is the dissecting microscope. By this
method, it is very easy to pick out these little nodules
in a slide containing a cross section of the prostate.
In the younger nodules, one is attracted by the round
or oval, deeply stained nodule around which may be
seen a thickening of the adjacent tissue. A little later
the epithelium has proliferated and, when seen with
the higher powers of the microscope, resembles the
epithelium of the prostate. As the adenomatous
growth enlarges, it pushes the prostatic tissue to one
side, compressing it so that it has been called the pros¬
tatic capsule. As this mass grows, as has been stated
in the foregoing, it is the shape, not the size, that
causes the obstruction.

If the operation is performed by the suprapubic
route, this mass is simply lifted out and does not inter¬
fere with the vesical sphincter, nor are the ejaculatory
ducts injured. Neglect in properly interpreting
various symptoms has caused mistakes in the diagnosis
of prostatic obstructions. There are various condi¬
tions which may cause obstruction in a man between
55 and 60 years of age. These cases should be care¬

fully studied to eliminate beginning of tabes, stric¬
ture of the urethra, diverticulum of the bladder, and
growths, or stone of the bladder.

If a patient's reflexes are carefully tested, and a

Wassermann test of the blood made, and if there is
any question, tabes may be eliminated. Enlargement
of the prostate is often mistaken for urethral stricture
because the spasm causes an obstruction of the urethra.
Diverticulum of the bladder may cause residual urine,
and the symptoms of an obstructive prostate. Diver¬
ticulum is caused by an obstruction in the lower
urinary tract, and often complicates the enlarged

3. Gardner, J. A., and Simpson, B. F.: The Relation of Multiple
Adenomata to the Etiology of the Enlargement of the Prostate Gland,
Surg., Gynec. and Obst.. 1914, 18, 84-89.

prostate. It is quite essential to make the diagnosis
of diverticulum previous to operation, so that the
patient may understand that this condition should be
cleared up following his prostatectomy, since it is not
wise to subject him to a long operation at one sitting.
The cystoscope will, of course, clear up the presence
of stone, tumors of the bladder, median bar or diver¬
ticulum.

Early obstruction in men between the ages of 45
and 50 causes us to think of malignancy of the pros¬
tate. It has been stated that 25 per cent, of all cases
of enlarged prostates are malignant. The growth
usually begins in the center and, since the capsule is
dense, it is some time before it breaks through. It is
therefore essential that operation should be early, if
permanent relief is expected.

If a little care is given in the taking of history, an
examination will easily demonstrate whether there is
present a simple enlargement of the prostate or one of
the other conditions obstructing the flow of urine.
Diagnosis previous to operation is very essential in
many of these weak old men so that the existing con¬
dition may be relieved with as little strain as possible
on their reserve strength.

The patients who present themselves with clear
urine free of pus, in which chemical examination
shows a small amount of albumin, often mislead the
physician into believing that there is a chronic
nephritis. In many of these cases, following the pre¬
paratory treatment, the, albumin is markedly dimin¬
ished or clears up entirely, showing that it was caused
by the temporary back pressure. The chemical and
microscopic examination of the urine is important, but
it does not demonstrate the kidney function. Though
various tests for kidney functions have been advanced
which are of more or less aid in deciding the quality
of the surgical risk, I believe that in the phthalein test,
Geraghty and Rowntree have given us the simplest
and most satisfactory one.

OPERATIVE PROCEDURE

Our method is to have a functional test made when
the patient first enters the hospital, and we are guided
to a certain extent as to the time of performing the
second operation by the improvement in this func¬
tional test. The patient who only excretes from 5 to
10 per cent, during the first seventy minutes is a poor
operative risk. On the other hand, when they excrete
from 40 to 50 per cent., we consider them good opera¬
tive risks. This rule is not hard and fast, however,
because we have operated successfully on patients
who excreted but 10 per cent, during the first period
of seventy minutes. The test is carried on for two
periods of seventy minutes and fifty minutes respec¬
tively. The excretion is frequently slow, and the
greater portion of the dye may be passed in the second
period. The phthalein test is not used as the sole
index to. the surgical risk, but the general condition of
the patient aids us in our conclusions. As the patient
improves under elimination, sweat baths and bowel
washes, and when the urine is scanty, by the forcing
of fluids, his functional test also improves. Following
the primary cystotomy, the functional test frequently
makes a marked drop, and then after a day or so begins
to rebound again, demonstrating the advantage of
dividing the shock into two parts.

It has been our practice, the day after a patient
enters the hospital to perform the primary suprapubic
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cystotomy under infiltration anesthesia with procain.The patient is given from one sixth to one third of
a grain of pantopon (pantopium hydrochloricum) an
hour before the operation. Because of the necessity of
anesthetizing each layer, the primary operation occu¬

pies a longer time than if the patient was under gen¬
eral anesthesia. But the patient is not suffering from
any shock, and we have a chance to prepare the tract
for our second operation, taking care to open the blad¬
der as high up as possible. At this time the prostate
may be examined, and our cystoscopic findings
checked up. A large mushroom catheter is placed in
the suprapubic wound for drainage, and a purse string
suture makes a tight joint. The fascia and skin are
sewed up in layers. Two days after the operation,
the patient is out of bed. These old men do not do
well lying down. The psychologic side should be
catered to, as they feel they have made progress
because they are able to be up and around. The
mornings are occupied with elimination treatment of
baths and bowel washes, while during the afternoons
the patient is up and walking. As the general condition
improves, incidentally his phenolsulphonephthalein
output is improved, and he is prepared for the second
operation.

At the time of the second operation, a general anes¬
thesia of ten minutes suffices to stretch up the original
opening and lift out the adenomatous prostate. The
Hagner bag controls what little hemorrhage there is,
and a large drainage tube of the Marion type is used in
the suprapubic wound. The Hagner bag and the
Marion tube are removed at the end of forty-eight
hours. The bottle-pump designed by Bethune is then
used. The wound is kept dry by this method and heals
very rapidly. Usually after a week's use, the opening
is so small that the catheter attached to the pump may
be removed, and the wound heals spontaneously. An
indwelling catheter placed in the urethra for a few
days assists the final healing. The patient sits up in
bed the second day and is permitted to get out of bed
the following day. It requires from three to four
weeks for the average suprapubic wound to heal.

I feel that one of the very important adjuncts to the
treatment of these cases is the service of a good nurse,
one who has been thoroughly trained in the care of
these patients. They are able to do much to help
them, both mentally and physically, and I feel that I
am indebted to my nurses, to a great extent, for the
good results that have been attained.

MORTALITY

An investigation recently made by Thomas,4 of the
operative reports of twenty-six representative general
hospitals in Pennsylvania and the neighboring states,
revealed the alarming statistics of 22.5 per cent, mor¬

tality as the result of 148 prostatectomies made during
the year. Compare this, if you please, with the mor¬

tality rate of 4.33 per cent, for 1,375 prostatectomies
by eight of the world's foremost genito-urinary
surgeons.

H. H. Young has reported one series of 128 prosta¬
tectomies without a death, and I have completed a
series of 112 unselected cases without a death. This
very marked difference in statistics is caused, I think,
by the attention to detail given by urologists.

4. Thomas, B. A.: The Significance of Specializing in Surgery with
Reference Especially to Genito-Urinary Surgery, Pennsylvania Med.
Jour., 1916, 20, 101.

ABSTRACT OF DISCUSSION
Dr. Herman L. Kretschmer, Chicago: I do not like the

term Dr. Gardner uses, 'the silent prostate"; it is mislead¬
ing. My experience with the so-called "silent prostate" was
in the clinic of Zuckerkandl at Vienna. He repeatedly showed
us patients that came in after being treated by the stomach
specialists because of their gastric distress and various
other ailments. These were cases that would naturally fall
into this group. The prostatic picture, however, was in the
background. If we will spend a little more time in getting
good histories and eliciting the sequence of events with
regard to the symptoms mentioned by these patients, the
prostatic symptoms will overshadow the immediate symptoms
of which the patients complain. The term "the silent pros¬
tate" should not be reserved for cases of benign hypertrophy.
That term can also be used for cases of chronic infection in
the prostate when the patients have neither urinary distress
nor sexual symptoms, and in which the patients suffer from
a number of complaints, such as arthritis, neuritis, etc.,
whereas in cases of benign hypertrophy the urinary symptoms
always predominate. I was glad to hear Dr. Gardner say
that he is not guided by his figures with regard to functional
tests between the two stages. Functional tests should be
made. They help out; they should be the most important
part in determining when the second operation should be done.
They are one of the links in the chain of evidence. The
general condition of the patient, his appetite, whether or not
he gains weight, the character of the urine, and whether
the infection clears up, should all, be taken into account.
I quite agree that we should make these functional tests but
we should not rely on them absolutely. My experience has
been the same as his, that after the preliminary cystotomy
there is a drop in the function, and afterward the function
returns almost to normal.

Dr. James B. Cross, Buffalo : I would like to emphasize the
importance of each step of the two-step operation. The prin¬
cipal dangers of prostatectomy from the mortality standpoint
are shock, relief of back pressure and hemorrhage. Both shock
and hemorrhage are much reduced by reduction in congestion
of the prostate after the first step. In a large adenomatous
prostate, where the middle lobe sticks up in the bladder, when
you go in the second time, you find that the gland is reduced
one-third to two-thirds in size. This certainly goes a long
way toward reducing hemorrhage. Dr. Gardner is now using
the Hagner bag. It never appealed to me that putting a
rubber bag under pressure at these bleeding points was really
good surgery. The results have been good, however. Dr.
Kretschmer spoke of going on the general appearance as
much or more than on functional tests in regard to the time
of the second operation. I think that is very true. In a
case I had last month the man picked up very rapidly after
the first operation, but his function would not get over
20 per cent, for two hours. After ten days we gave him by
rectal drip 12 ounces of Fischer's solution with 10 per
cent, glucose, each twenty-four hours, without any difficulty.
Three days later his functional test jumped to 28 per cent.
We kept this up for ten days, then performed a second opera¬
tion, without any ill results.

Another big feature in the statistics of nonmortality has
been the specially trained nurses. In Buffalo we use female
nurses entirely who are trained in wards before they are
put on private cases. In order to provide a stimulus for
them to take up this work, they are entitled to $35.00 a week
in place of the $28.00 which the ordinary nurses get; and in
that way we have a number of girls who are exceptionally
good in this work.

Dr. J. Bellinger Barney, Boston : In reference to the
Hagner bag, we have used it with good success. The baghas sometimes broken after the patient has been put to bed,
and the tube was broken. In each instance, the bag ceased
to perform the function for which it was designed and yet
no alarming hemorrhage occurred. Sometimes during the
removal of the bag the handle has come off. Were it not for
the fact that a strong silk ligature was attached to the tube
at its junction with the bag as well as to the handle its
removal would be a matter of great difficulty.
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As regards the introduction of the bag we find that unless
the edges of the prostatic capsule are tucked down while the
bag is being blown up it does not control the hemorrhage
properly.

We have also had some experience with regard to the value
of special nurses. Our male nurse looks after these prostates
with the utmost care, and we consider that the good results
we have had are due largely to this man's faithful and
efficient attention to every minute detail.

We also have found that the permeai operation is of very
great value, particularly in old and feeble men. I cannot
understand—I do not think it has been satisfactorily
explained—why it is that in perineal prostatectomies there
is practically never the amount of hemorrhage that one finds
in suprapubics. We have had two cases lately where there
was a very profuse hemorrhage immediately after the peri¬
neal prostatectomy, and something had to be done. We have
tried every means of packing around the tube with gauze,
holding the bladder neck down, but without much success ;
so that in these two cases we have used the Hagner bag
in the reverse position, simply putting it empty into the
bladder, blowing it up and pulling it down against the neck
of the bladder and attaching it-to the leg. That immediately
stopped the hemorrhage. In one case the bag was removed
after eight hours, in another case after twenty-four hours.
In the meantime the patient passed three ounces of urine by
urethra.

Dr. Bernard Erdman, Indianapolis: In a very large
experience in prostatic work with Dr. Wishard and Dr.
Hamer, we have never had the misfortune to have the bag
come apart in any way.

I have a bag of my own which I have used not less than
ten times. I have no hesitancy in boiling it to sterilize it. We
use commonly two sizes of the Hagner bag. The smaller
one we use where we have a small growth, and the larger
one when we have large and easily and readily enucleated
growths.

The crutch which Dr. Hamer presented to the American
Urological Association last April is of inestimable value.
It gives all the tension you want to make, and at the same

time allows you to increase that tension, and it will deflate
and allow the crutch as well as the bag to remain in the
bladder. In the event that you have considerable oozing
coming up you can again inflate the bag, put the tube through
the opening in the crutch, drag it down tightly against the
surface, and stop the bleeding. Dr. Barney is right when
he says that if the bags are not well brought down into the
prostatic opening after the enucleation is made the liability
to hemorrhage is increased.

I have heard considerable expressions of opinion here
about anesthesia, spinal, and general, but very little about
gas. We use gas, oxygen and ether in practically every
instance. In the summer of 1906, in Vienna, I had the pleasure
of seeing Dr. Zuckerhaudl do between 100 and 200 major
genito-urinary surgical procedures below the umbilicus, with
the use of tropacocain. They were in the habit of making a

spinal puncture, withdrawing about 5 c.c. of spinal fluid; they
use tropacocain in 0.5 c.c. of spinal fluid, and then with a

syringe allowing it to flow in very slowly by gravity, then
lowering the syringe, allowing the spinal fluid to flow off into
the syringe ; and in that way mixing more or less of the spinal
fluid with the tropacocain, allowing sufficient time before
beginning the operative procedure.

Dr. Oswald S. Lowsley, New York: I have always
felt that any sort of an inflated bag in the neck of the blad¬
der was wrong in principle. We know that the bladder will
contract when distended; and if we put a bag in that causes
sufficient pressure to stop bleeding the sphincter will tend
to contract spasmodically with the result that it will be more

apt to continue the bleeding' rather than stop it. It seems
to me to be much the easier procedure to put in a great big
tube; in the first place, to stop the bleeding at the time of
the operation, which is the proper thing to do. If there is
sufficient bleeding to be embarrassing, then the patient should
be placed in the Trendelenburg position while yet under the
anesthetic. It can then be determined within one minute

whether the patient is going to bleed seriously and bleeding
points clamped and tied. It seems to me much more desirable
to put in a small amount of packing, which can be increased
if necessity demands, rather than put in a distended rubber
bag which causes this spasmodic contraction resulting in
continuation of the bleeding. The matter of suction, or the
matter of proper tight fitting drainage after the operation seems
to be important. I believe in the suction apparatus, because
it is important to keep the patient well drained and dry. If
suction apparatus is used properly it will not cause additional
bleeding, because we put in a big tube and inside of that
put a smaller tube which does not reach to the bladder, it
only causes suction within the large tube; and then we attach
that to the ordinary suction apparatus. There are various
methods of drainage suction devices. Dr. Byron T. Capíes
at Bellevue has devised a vacuum suction apparatus which
works very well.

Dr. W. C. Quinby, Boston: In the control of hemorrhage
following suprapubic prostatectomy I have never had to resort
to the use of the Hagner bag; I have always had one avail¬
able, but have never had to use it. It has always seemed to me
that one of the main aims to be strived for and which should
always be accomplished before putting the patient back to
bed after suprapubic prostatectomy, is a sufficient control of
the hemorrhage at the time of the operation. When this
has been adequate there will be no qualms in regard to the
patient's subsequent career with respect to hemorrhage; and
therefore,· as Dr. Lowsley and so many of you have advocated
in the past, and still continue to advocate, I have always
inspected the prostate bed very carefully and ligated any
bleeding that was definite enough to need ligation. I have
found that the use of a gauze tape soaked in a coagulant
(kephalin) and packed for a few moments into the cavity
from which the gland has been removed is really of distinct
advantage. After the bladder wall is nearly sutured and just
before the drainage catheter is adjusted this tape is removed.
I mention this as an added means which we make use of to
prevent undue bleeding.

Dr. Bernard Erdman, Indianapolis : If you are going to
put anything in the bladder why put in the gauze? If the
Hagner bag prevents contraction of the bladder neck, the
gauze will certainly prevent it. Packing the gauze down into
the wound would not offer anything at all superior to the use
of the Hagner bag, and has one disadvantage in the fact
that when you remove the gauze it always causes a great deal
of pain to the patient because it is packed down so tight
and the blood makes it stiff and hard; whereas if you use
the bag you can lubricate with sterile oil or water. You can
inflate the bag and if there is any bleeding after a couple of
hours you can continue to tighten up on the bag. If you do
use the bag, be sure that it is packed down and that the
opening is well closed. Dr. Pilcher a short time ago called
particular attention to the use of the bag with a catheter
arrangement. The introduction of a catheter is another ele¬
ment of danger; and for that reason we have simply used
the bag together with a tube in those instances where the
patient has no severe bleeding, packing with homoplastic
gauze first if severe. Then you can go home and forget all
about it.

Dr. Oswald S. Lowsley, New York : The criticisms
of Dr. Erdman are not well taken. In using gauze we

pack the prostatic cavity, not the neck of the bladder.
In using the bag you compress the neck of the bladder. I
approve of the use of any styptic.

Dr. Gustav Kolischer, Chicago : As to the hemorrhage
after a,prostate enucleation, I am convinced that a great many
of these prostatics who die after the operation under all kinds
of very scientific diagnosis, simply ooze themselves slowly
to death into their bladder. Their resistance is so lowered
that they cannot resist the infection which occurs after a
prostatectomy. Some years ago I suggested the running of a
hemstitch around the edge of the prostatic cavity and then
securing the bleeding points in the bottom by ligatures.
That prolongs the operation very much, being a painstaking
affair, and is generally not sufficient. It does not check paren-
chymatous oozing.-
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Whether you use the Hagner bag or gauze for compression
there is always one objection, you have to remove the bag or
whatever it may be, and then you may have a secondary
hemorrhage, which is very dangerous for an old man, and
hard to stop.

In discussing this sloughing around the tube we have
used for draining the bladder, Dr. Schmidt pointed out the
possibility that we may have to deal with idiosyncrasies
against rubber. Recently I have used glass' tubes, instead of
rubber tubes, and it seemed to me that the sloughing around
the drainage point has been reduced to some extent. You
may ask how we are going to stop the hemorrhage. I do
that by transplanting fat into the cavity resulting from enu-
cleation of the prostate. You put in a tampon that is not to be
removed. Part of this fat, as proved by experiment, becomes
attached, and part of it will float out in drops or chunks.
Of course, you have to be careful to fasten the fat into this
cavity, to tie it down with one suture; otherwise the fat will
slip out of position. One of my associates put fat in and did
not anchor it properly; the bladder closed up, and finally
a stone formed around this fat.

The introducing of a catheter after a prostatectomy presents
a great danger. Whenever you introduce an instrument
you may produce very intense inflammation. The checking
of the hemorrhage is absolutely important, but you will often
hear statements that there is no considerable hemorrhage,
or that the hemorrhage is fairly well controlled, etc.

'

That
is not good surgery. We have to be sure that the patient
does not bleed after closing the wound, and that he will not
bleed afterward, whether it be one or two days. The patient
must not bleed at all ; and you must have a guarantee against
subsequent hemorrhage.

Dr. L. E. Schmidt, Chicago: I want to make the same

plea that Dr. Gardner has with regard to the two-step opera¬
tion. There is no question in my mind at all as to its success
if it is carried out the way the doctor describes, allowing
a period of time to elapse which varies in different individuals.
Between the first and second step I oftentimes allow any¬
where from one month to two or three months to elapse ;
occasionally allowing the patient, to go home, particularly
if they come from the country, letting them take their own
time practically, instructing them to return when they feel
thoroughly recuperated. With some individuals who are
in exceptionally good condition, possibly a week or ten
days, or two weeks may be allowed ; but, as a rule, a longer
period of time is permitted to elapse. Of course, if you take
into consideration the entire length of time of their stay in
the hospital, the two-step operation is unquestionably longer.

So far as the hemorrhage is concerned, I want to say that
I have lost only one patient in over three years in private
practice in connection with the two-step operation, and this
death occurred from embolism four weeks after the second
operation. As far as hemorrhages are concerned, I am under
the impression that careful work in the enucleation eliminates
the necessity of using a lot of these apparatuses, packing, etc.
1 have been in the habit, particularly in the last few years
since I have been doing the two-step operation in which
the hemorrhages are as a rule far less than in the one-step
operation, of eliminating as much as possible the use of these
various methods of stopping hemorrhages. I have been in
the habit, though not able to state positively the exact benefit
derived, of using various preparations, such as serums. It
has struck me that excessive hemorrhage has been far less.
The hemorrhage has been practically cleared up in the course
of six or eight hours in most of the cases sometimes at the
end of twenty-four hours. I think, therefore, if you can
avoid the unnecessary use of the bags and packing it will
avoid a lot of disturbance to the patient, particularly when it
comes to the removal of these bags and gauze which we know
are productive of pain; and as we know also, if they remain
any length, of time, the reaction in old people who have
cardiac troubles is of great severity.

Dr. V. D. Lespinasse, Chicago : In regard to the trans¬
plantation of fat as a hemostatic, we have found that in addi¬
tion to the mechanical effect of a foreign body we have a
certain amount of hemostatic ferment produced from the

breaking down of the cells of the fatty tissue that aids in the
coagulation of the blood. These hemorrhages from the
prostatic capsule can be controlled perfectly by the use of
almost any of the hemostatic powders that are on the market
now, either powders or semiliquids, they are all of value.
Most of them are finely ground tissue, lung, brain, etc. Some
of them are serum with the water driven off in vacuo, the
residue dried and powdered. The best of these hemostatic
powders is made by the addition of very weak acetic acid
to an extract in cold water of ground lung, which makes a
brownish powder which I have used very extensively for
many years, for hemorrhages of the bladder, long before these
hemostatic powders came on the market at all. You can
sprinkle it on gauze and then hold the gauze on the bleeding
surface; the bleeding ceases almost at once and the bladder
cavity is perfectly dry when you have completed the operation.

Another point about hemorrhage, if the patient is septic, he
is more liable to bleed than if he is not septic. With most of
the types of sepsis there is a disturbance in the mechanism
of clotting of the blood, and these patients bleed much more

easily and much more persistently than do perfectly normal
individuals. The sepsis produces a certain amount of hemol-
ysis so that the control of the sepsis has a very important
bearing on the prevention of hemorrhage.

Finally, when everything else has been'done and the bleed¬
ing still continues, fill the patient's blood vessels with blood
by some of the methods of transfusion. A patient should not,
die simply from loss of blood. This calamity in this day and ;
time is inexcusable. They should be filled up time after time, ¡
and then, if they keep on bleeding after one or two trans¬
fusions, try to stop the hemorrhage. The transfusion should
be repeated from time to time as may be necessary. The
transfusion fulfills two purposes ; it replaces the lost blood
and aids the patient to overcome his sepsis.

Dr. C. M. Harpster, Toledo, Ohio : Are we thoroughly
convinced that the removing of the entire amount of urine
from the bladder of a patient suffering from overdistention
and retention suddenly, conduces to shock, and sometimes

,

the death of the patient? I, for one, am. I have used success¬
fully a considerable number of times, and heartily endorse
the method of Lower in these cases where the patient is
desperately sick, with retention and distention, and he has
been severely traumatized by the attempts of the attending
physician to pass a sound or catheter. I pass a large trocar
just above the pubes (the intestine will not be over a dis¬
tended bladder) and pass a large catheter through the trocar
and fix the catheter in position with a stitch through the
skin high on the catheter, or fix the catheter with the catheter
retainers of Euard. By having an artery clamp on the end
of the catheter, the urine can be let out at will. In some of
my cases, before removing the prostate, where an acute
retention has occurred, I have left the catheter in position
three or four weeks. In this way I have been able to relieve
the back pressure, and at the next sitting the prostate can
be removed perineally or suprapubically as desired. In a num¬
ber of cases I have done a perineal prostatectomy after this
method of suprapubic drainage has been used for some weeks.

Dr. MacGowan : Do you cut down on the bladder?
Dr. Harpster: No; I place catheter in the bladder, throughthe trocar, and fix the catheter with a stitch or otherwise.

No anesthetic is necessary, as a rule, although I have in
several instances infiltrated with procain. It can be done
in a minute. There is no shock or disturbance to the patient.
I have never seen extravasation of the urine occur as is
claimed by some. If properly done you will not puncture anybowel or have any extravasation of urine.

Dr. Granville MacGowan, Los Angeles : I have seen
peritonitis and urinary infiltration following the use of the
trocar and disapprove of it. The discussion has proved profit¬able in making prominent the devices for the control ofhemorrhage. First, the Freyer tube; for many years I com¬
bated its usefulness, but after having employed all kinds of
systems of drainage and appliances and devices for stoppinghemorrhage in the past four years, I have satisfied myselfthat the great big tube of Freyer has every advantage to
commend it, in safety for the patient and comfort for his
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attendant. The tube must be sufficiently large so that it
gives free exit to all drainage and must not touch the bottom
of the bladder or come in contact with the internal sphincter,
for it will cause intermittent irritation and tenesmus which
will produce the hemorrhage it is sought to avoid. Any
ordinary hemorrhage after a prostatic operation will be con¬
trolled by this tube. Dr. Louis Schmidt seeks to prevent
hemorrhage by commencing at the anterior angle of the gland
and believes one is less likely to break into the capsular
network of the veins in this way, which seems reasonable.
Whenever one packs the cavity, the gauze cannot be removed
without danger of secondary hemorrhage until it has loosened
itself. I have had some very disagreeable experiences follow¬
ing removal of gauze packs from prostatic cavities. I have
never had occasion to try Dr. Kolischer's idea of using fat
in the prostatic cavity as a hemostatic. 1 cannot convince
myself that it is a right surgical procedure in a hollow viscus.
It is valuable about the kidney pelvis when some small blood
vessel has been wounded in closing the incision and its oozing
cannot be controlled by ligature.

The bag of Hagner is not an unalloyed comfort. I would
not like to be without it. It has, at times, been of great
service; at other times it has seemed to provoke, through
causing tenesmus, the hemorrhage it is designed to prevent
or to stop. If the hemorrhage is very smart and persistent
in the abdominal incision, one should allow inspection of
the cavity; if any blood vessels are seen spurting, they should
have a ligature placed on them, or the tissues of the bladder
neck basted over with a running sature of catgut, as well
as possible.

Dr. James A. Gardner, Buffalo: Dr. Kolischer has
answered Dr. Kretschmer's criticism of the "Silent Prostate."
The patient does not recognize it and the general practitioner
does recognize it but treats the patient for somthing else,
and the name "silent prostate" was used for that reason.
There is no question that many patients bled to death after
prostatectomy without our realizing it when the continual irri¬
gation was used. The patient was supposed to be dying of
shock, when they were really dying of hemorrhage.

I fill the Hagner bag with water. Water is very much more

satisfactory than air.
I like the Pilcher modification of the Hagner bag because

we get the benefit of drainage through the tube that is in the
urethra. The reason I have used the Hagner bag when
there has been no severe hemorrhage was that I could not
seem to stop the oozing, because, as Dr. Kolischer has brought
out—and I agree with him—those cases which have looked
all right at the time of operation, and were not bleeding
much, developed a good deal of hemorrhage in from one to
twelve hours.

For a number of years before I used the Hagner bag I
packed the prostatic cavity with gauze. After twenty-four
hours, as the urine softened the upper layers, the gauze was
removed. This procedure was performed every four hours,
until all the gauze came away, which usually took about
twenty-four hours.

We use practically the same thing as Dr. Hamer's crutch
with a slight modification; instead of using the clamp to take
up the tension on the tube, we use some cord with a sailor's
knot which does not slip and yet incidently does not shut
down the caliber of the tube; therefore, through this tube
you have drainage unless it is clogged by a clot.

I am very glad to second what Dr. Schmidt said about
allowing time to elapse between the first and second opera¬
tion. I think it is very important. I have had patients go
three months between the first and second operation when
it would have been absolutely impossible to operate on them
safely when I first saw them, but having a chance to build up,
they became very simple cases.

We have had a few patients every year who absolutely
refused a prostatectomy, saying that they would rather die
than be operated on. I inform them that they need a slight
emergency operation under local anesthesia and that they can

go home in about a week's time. Following the placing of the
Pezzer catheter in the suprapubic wound which usually closes
in a week, they are permitted to go home with instructions to
use sweat baths; have the bladder washed daily and keep

the bowels open. After being home for a week they return,
stating that they feel very much better but that the supra¬
pubic drainage was rather inconvenient. It is very easy at
this time to persuade them to have a prostatectomy.

Dr. Harpster spoke about Dr. Lower's trocar. I was very
much pleased when I got my first one. I tried it on two or
three occasions but found that it seemed to irritate the
patients. My main objection is that men who could use it
safely can just as easily do a suprapubic cystotomy, and those
who cannot perform a cystotomy will either go anterior to the
bladder or behind into the intestines.

ACUTE COLON BACILLUS INFECTION
OF THE URINARY TRACT
J. DELLINGER BARNEY, M.D.

BOSTON

Much careful and fruitful study has been giventhe question of acute nontuberculous renal infection.
The work of Brewer, Cunningham, Keyes, Jr., David,
Cabot and Crabtree, and finally, that of Culver,
Herrold and Phifer shines forth brilliantly and forci-
bly. At the same time there is no denying the fact
that cases of the type mentioned go frequently unrec-
ognized, or are wrongly diagnosed, or, by a mistake
in judgment, the patients are operated on unneces-
sarily. The object of the present communication is
to emphasize certain points in the diagnosis and treat-
ment of these cases, in the hope that they may be
recognized more readily and treated more intelligently.

My observations are based on a series of cases seen

during the past year, all but one occurring in private
practice in well-to-do young men.

From an etiologic standpoint we know that the colon
bacillus was responsible for the lesion in each case,
but the exciting factor, the exact circumstance which
started the colon bacillus to assume its extraordinary
activity, is still in the dark. Why should an apparently
healthy person without obvious abnormality of any
part of the urinary tract and with urine known, in
many instances, to have been previously normal,
suddenly and without demonstrable cause become
thoroughly infected by the colon bacillus? Such was
the situation in four of my patients, the condition of
whose urine was known just before the onset of the
infection. In these patients, as well as inthe others,
there had been no urinary disturbance of any sort,
subjective or objective, recent or remote.

POSSIBLE EXCITING CAUSES

By careful examination and inquiry certain possible
exciting causes were demonstrable. In the first placeall gave a definite history of being unusually "run
down" from mental or physical overwork. Three
were students in the midst of final examinations,
anxious and underweight ; one was a civil engineer
with a difficult job on his hands and four weeks pre¬
viously the victim of an automobile accident, with
severe lacerations of the leg which had become mildly
septic but which were nearly healed at the time of onset
of the kidney infection. There was no trauma to the
body but the patient was more or less shaken, twisted
and bruised. Another was a mail clerk, handling
more than his share of heavy mail sacks; the fifth
was an undernourished, hardworking laborer, who led

Read before the Section on Genito-Urinary Diseases at the Sixty\x=req-\
Ninth Annual Session of the American Medical Association, Chicago,
June, 1918.
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